Purpose of the Study: Social service departments in nursing homes (NHs) are staffed by qualified social workers (QSWs) and paraprofessionals. Due to greater workforce challenges in rural areas, this article aims to describe the staffing levels and composition of these departments by rurality. Design and Methods: Certification and Survey Provider Enhanced Reports data from 2009 to 2015 are used to examine the effect of rurality on social service staffing using random-effects linear panel regressions. Results: The average NH employed 1.8 full-time equivalents (FTEs), with approximately two thirds of social services staffed by QSWs. Large NHs had more staff, but employed fewer staff hours per resident day. Staffing levels were lower and QSWs made up a smaller percentage of staff in rural areas. Implications: National trends indicate variability in staffing by NH size and degree of rurality. Very low staffing within rural NHs is a concern, as staff may have less time to respond to residents' needs and these NHs may utilize fewer QSWs.
With the aging of the baby boomer generation, a growing number of older Americans will need nursing home (NH) care. In order to maintain and provide high-quality care, NHs need highly trained workers, including those providing social services. Social services play a vital role in developing care plans, assist in discharge planning, and help residents deal with a variety of psychosocial needs, along with other functions (Bern-Klug & Kramer, 2013) . Within NHs, psychosocial care provided by social services should be "comprehensive in scope and address the psychological, social, emotional, and behavioral needs of residents" (Simons, Bern-Klug, & An, 2012, p. 800) . Psychosocial care is becoming increasingly important due to the prevalence of depression and dementia within the NH population (Harris-Kojetin, Sengupta, Park-Lee, & Valverde, 2013) , and the role psychosocial health can play in quality of life and care (Bowen & Zimmerman, 2008) .
Regulations are a key determinant of staffing in social service departments (Bern-Klug, 2008; Roberts & Bowblis, 2016) . At the federal level, employment of a full-time professional is required only among NHs with more than 120 beds, and this individual may hold a degree outside of social work (State Operations Manual, 2016) . States can exempt facilities or strengthen federal requirements (Bern-Klug, 2008 ), yet nationally, residents spend approximately 5 min a day interacting with a licensed social worker (HarrisKojetin et al., 2013) . Further, the National Association of Social Workers (NASW, 2016) has recently called for policies that require the employment of social workers and increase staffing levels in NHs.
Even with the deficits in psychosocial care (Levinson, 2013; Rehnquist, 2003) , there has not been enough focus by policy makers and researchers on social service departments. Social services are delivered by two types of staff: professionals and paraprofessionals. Though the roles of each are not well defined (Simons et al., 2012) , Notes: The descriptive statistics table above reports the mean and standard deviation (SD; in parentheses) for the sample. Any observation with a total social service FTE that is 4 SDs above the sample mean was identified as an outlier and excluded from the study. The proportion of social service department staffed by CMSQSWs was based on 83,828 observations due to some NHs not reporting any social services staff. Overall, 2.33% or 1,999 observations do not report any social service staff. The corresponding rates of NHs not reporting any social services staff for urban, micropolitan, small rural town, and isolated small rural town are 1.86%, 3.02%, 3.30%, and 3.61%, respectively. The reference group for ownership is for-profit. The Acuindex is a facility-level measure of resident acuity summed from the ADL index score and special treatment index (Cowles, 2003) . Physician services are measured in four mutually exclusive categories: medical director only (reference group); a medical team consisting of physicians and nurse practitioners (NPs) or physician assistants (PAs); NPs and PAs only; and no services. The Herfindahl-Hirschman index is a measure of market competition for NH services within the county. A few variables included in the model were not reported in Table 1 , including state fixed effects, year fixed effects, and errors rates in nursing or activities staffing. ADL = activities of daily living; CCRC = continuing care retirement community; CMS = Centers for Medicare and Medicaid Services; CNA = certified nurse aide; FTE = full-time equivalent; HPRD = hours per resident day; LPN = licensed practical nurse; NH = nursing home; QSW = qualified social worker; RN = registered nurse.
professional social workers have higher educational, training, and licensure requirements (Bern-Klug et al., 2009 ). Both support psychosocial care, and commonly work together, yet nearly 11% of NHs in the United States rely exclusively on paraprofessionals (Roberts & Bowblis, 2016) . This raises concerns about the qualifications, staffing levels, and the quality of social services. To understand national trends, we examine the effect of rurality on social service staffing in U.S. NHs. The rural context is crucial because other studies have found urban and rural differences in staffing and quality outcomes (Bowblis, Meng, & Hyer, 2013; Lutfiyya, Gessert, & Lipsky, 2013) .
Methods

Empirical Strategy and Data
Our empirical strategy is to examine how rurality influences the staffing of social service departments. 
Variables
CASPER data identify two levels of staff: CMS-Qualified Social Workers (QSWs) who earned at least a bachelor's degree in social work or a human services field with at least 1 year of supervised social work experience in a health care setting working with the elderly; and paraprofessionals who have not completed a bachelor's degree (Items F61 and F62 on CMS-Form 671). We measured staffing levels for overall social services, and separately for QSWs and paraprofessionals by full-time equivalents (FTEs) and hours per resident day (HPRD). HPRD adjusts for the number of residents in the facility and reflects the average number of hours a staff member could spend with a resident each day. We also examine the composition of departments as measured by the proportion staffed by QSWs. Utilizing WWAMI's Categorization A of RUCA codes, we group NHs as urban or one of the three levels of rurality, including micropolitan city, small rural town, and isolated small rural town. From urban to the most rural, these categories make up 66.7%, 13.7%, 11.0%, and 8.6% of the sample, respectively. The regressions also control for other contextual and organizational factors that may affect staffing, such as facility characteristics, payer-mix, resident case-mix, availability of other staffing resources, and state and year fixed effects. Descriptive information about the covariates are presented in Table 1 . Bivariate comparisons between rural and urban characteristics found statistically significant differences for all study variables (results not reported).
Results
The average NH employed 1.8 FTEs, of which 1.2 FTEs were QSWs and 0.6 were paraprofessionals, making approximately two thirds of social service departments staffed by QSWs. A total of 2.3% survey observations do not report any social service staffing. How these staffing levels change with NH size and rurality is illustrated in Figure 1 . There are two notable trends. First, the overall staffing levels were positively correlated with NH size. Second, rural NHs were more likely to hire fewer FTEs regardless of NH size, although some variation exists around the smallest NHs and those close to 150 beds. Since rural NHs also tend to be smaller (Table 2) , we also measured staffing levels in HPRD. Figure 2 shows how staffing levels decreased as NHs increased in size and that rural NHs had lower staffing levels. The smallest NHs had between 0.15 and 0.25 HPRD. However, as the size of the facility increased, staffing levels decreased until the NH had at least 100 beds. For NHs with greater than 100 beds, staffing levels ranged from 0.08 to 0.12 HPRD.
To account for other confounding variables, Table 3 reports the regression results for all NHs with at least 20 beds. The number of FTEs decreased with rurality, as rural NHs had 0.08 fewer FTEs compared with urban NHs. Similarly, QSW staffing levels in rural areas were lower, ranging from 0.11 to 0.13 fewer FTEs. Not only was the staffing of social services lower in rural areas, but paraprofessionals may have been hired in place of QSWs, as rural NHs used more paraprofessionals. Examining the proportion of QSWs within NHs confirms this result. For the average NH in the sample, QSWs comprised nearly two thirds of social service departments. Compared with urban NHs, social services in micropolitan NHs consisted of fewer QSWs (4.5% points fewer), though the effect was largest among NHs in small isolated rural towns (7.5% points fewer).
When adjusting for the number of residents, both overall and social worker staffing levels were lower the Note: The table above reports the coefficient estimates and standard errors (SEs; in parentheses) of random-effects linear panel regression models for staffing levels and composition of social services for all NHs. The model also controls for NH characteristics, resident case-mix, other types of staffing, state fixed effects, and year fixed effects (see Table 1 ). The reference group is urban NHs. Any observation with a total social service FTE that is 4 SDs above the sample mean was identified as an outlier and excluded from the study. The final sample is 85,826 observations from 14,658 NHs, except in the case of the proportion of social service department staffed by CMS-QSWs which has 83,828 observations. The difference in the number of observations is because some NHs reported no staffing in social services. SEs are adjusted for clustering at the facility level. CMS = Centers for Medicare and Medicaid Services; FTE = full-time equivalent; HPRD = hours per resident day; NH = nursing home; QSW = qualified social worker; SD = standard deviation.
*p < .1. **p < .05. ***p < .01.
more rural a facility. Compared with urban NHs, micropolitan NHs had staffing levels that were 0.009 and 0.012 HPRD lower for overall and social worker staffing, respectively. The effects for the most isolated rural NHs were lower by nearly double, at 0.020 and 0.024 HPRD. Interestingly, the staffing levels of paraprofessionals in terms of HPRD were not statistically different by rurality.
Discussion
This study highlights the influence of rurality on the staffing levels and composition of NH social service departments. In our national sample, more FTEs were hired as facility size increased; however, larger facilities staff fewer HPRD. Furthermore, rural facilities were disadvantaged by having lower staffing levels than urban NHs, which produces higher workload in rural areas. To illustrate, overall staffing levels adjusted for the size of the facility were 8% to 22% lower in rural areas compared with urban NHs. This implies that staff in rural areas were expected to do more work if they were to maintain the same level of service quality as urban areas. Our findings also indicate that QSWs make up a smaller proportion of social service departments in rural areas, which may encourage the substitution of paraprofessionals for professionally trained and experienced staff. Very low staffing levels in rural areas are a concern, as workers may have less time to respond to the psychosocial needs of residents or alter the kinds of care provided. Though more research is needed on social service staffing, quality and resident outcomes, the existing literature suggests that better psychosocial care is associated with higher qualifications of social service staff (Simons, 2006; Vongxaiburana, Thomas, Frahm, & Hyer, 2011; Zhang, Gammonley, Paek, & Frahm, 2008) .
Staffing is strongly influenced by federal regulations that require one full-time CMS-QSW for large facilities, and do not currently address staffing levels relative to caseload. Guidelines based on a ratio of residents per social service staff, similar to minimum nursing staff ratios (Bowblis, 2011; Mueller et al., 2006; Park & Stearns, 2009) , will support consistency in the structure of social services and take steps toward requiring a manageable caseload. Bern-Klug, Kramer, Sharr, and Cruz (2010) found that NH directors of social services recommend a caseload of 60 long-term stay residents or less than 20 residents in skilled care per FTE worker. Relative to this standard, social services are seriously understaffed, especially in rural areas. A significant challenge with minimum staffing levels is the limited availability of skilled professionals in the rural workforce and cost of hiring additional staff. Facing these challenges, rural NHs should increase professional development opportunities for existing staff, with attention to opportunities for mentoring, training, and higher education.
Limitations
Several limitations are noted. First, we examined two types of staff: QSWs and paraprofessionals. While CASPER defines a QSW as anyone with a college degree in related fields, at minimum, the NASW (2003 NASW ( , 2016 ) requires a bachelor's degree in social work. Therefore, our study should be interpreted with CMS definitions and not the standards of the NASW. Second, CASPER reports staffing levels for the 14-day period before the inspection, and this may not reflect average staffing throughout the year. Third, there are a limited number of isolated rural NHs with over 150 beds. While our analyses used a sample of NHs with at least 20 beds, sensitivity analyses that limited the regressions to under 150 beds were found to be robust. Finally, we used HPRD to adjust for the number of residents. Analyses utilizing FTEs per 100 resulted in similar conclusions, but found greater use of paraprofessionals in rural areas.
Conclusion
Insufficient regulation and staffing continue to challenge how social services are provided in NHs (Simons et al., 2012) . National trends indicate considerable staffing variation in social service departments by size of facility and degree of rurality. Modifications to policy at the state and federal level are needed to formalize the structure of NH social services, ensure realistic caseloads, and define specific responsibilities according to the educational preparation and experience of staff to provide high-quality social services. Lastly, awareness of the unique challenges of rural NHs should be part of ongoing advocacy and research efforts to support the role of social workers and paraprofessionals in delivering care in NHs.
